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The current challenges of the fight for a universal right to health 
in Brazil
Abstract  Brazil has changed a lot since the enact-
ment of the 1988 Federal Constitution. Although 
substantial advances have occurred in the health 
sector, old problems persist and new ones arise. 
The main goal of ensuring the universal right to 
health has not been achieved. The 16th National 
Health Conference will be held in 2019, an oppor-
tune moment to analyze the history, the present 
moment and the announcing trends. This text 
seeks to contribute to this analysis based on the 
results of studies on the developing health condi-
tions of the population and the Brazilian health 
system in the last 30 years. It identifies the streng-
thening of the private sector and capital in the he-
alth sector, to the detriment of the public interest 
and the SUS. Finally, it discusses the strategies of 
the struggle for the right to health necessary and 
possible in the current context.
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The 16th National Health Conference (16th CNS) 
is held in 2019, 31 years into the creation of the 
Unified Health System (SUS). Throughout this 
period, the country changed its demographic, 
epidemiological, economic, political and educa-
tional situation, but it did not overcome social 
inequalities and environmental aggressions.
The National Health Council launched a 
Guiding Document to support the debates of the 
16th CNS, which resumes the central theme – De-
mocracy and Health – of the historic 8th Confer-
ence held in 1986. It should be emphasized that 
this document not only revives the themes, but is 
also denounces measures that adversely affect so-
cial policies, as is the case of the freezing of public 
resources for health for 20 years, as determined 
by Constitutional Amendment Nº 95 (EC-95) of 
2016.
In the context of the economic, social and 
political crisis in Brazil, there is no doubt that 
the challenges of the fight for the right to health 
in the country are enormous. To face them, one 
must carefully analyze the history, the present 
moment and the announcing trends. This ana-
lytical effort must be undertaken in public and 
diversified debates that enrich social participa-
tion and understanding of reality to produce 
agreements and consensuses that contribute to 
the mobilization and strategic action of the social 
forces committed to advocating the human right 
to health and the SUS.
Therefore, this text aims to contribute to 
broadening the debate, resorting to the results 
of scientific research and academic reflections 
published in the periodicals Ciência & Saúde Co-
letiva, Cadernos de Saúde Pública and Saúde em 
Debate, which published sections or special num-
bers in 2018 regarding the 30 years of the SUS. As 
these publications attest, there is much to cele-
brate, but one must also recognize the persistence 
of old difficulties and the emergence of new ones. 
Fundamentally, it must be admitted that the ob-
jective of ensuring the universal right to health 
has not been achieved.
This paper shows the results of studies on 
the trend of health conditions of the popula-
tion and the Brazilian health system. It identifies 
the strengthening of capital and the market, to 
the detriment of the public interest, and seeks 
to subsidize the discussion of the necessary and 
possible strategies of the struggle for the right to 
health.
The trend of people’s health conditions 
and health services 
The 1990-2015 period witnessed significant 
reductions in mortality rates due to communi-
cable and preventable diseases, mother and child 
morbimortality, and child malnutrition. In turn, 
the population’s life expectancy increased from 
68.4 years in 1990 to 75.2 years in 2016. Over-
all age-standardized mortality rates fell by 34%1. 
The reduction of child mortality was driven by 
the Bolsa Família (Family Grant) and the Family 
Health Strategy2,3. There has been marked prog-
ress in the North and Northeast, which has not 
eliminated but reduced regional inequalities. 
Finally, advances in the SUS and social policies, 
combined with economic improvements, have 
come together to improve the health of Brazil-
ians.
However, as of 2015, some indicators point-
ed to the existence of risks to the continuity of 
this positive trend of the health situation. Infant 
mortality rates increased between 2015 and 2016, 
reversing a historical declining trend4. Microsim-
ulations have shown that the eventually reduced 
coverage of the Bolsa Família Program and the 
Family Health Strategy will increase the number 
of deaths of children up to five years of age5 and 
those up to 70 years of age6.
Regarding communicable diseases, the ex-
panded surveillance, control and prevention 
actions reduced morbimortality, especially of 
vaccine-preventable diseases. However, dengue, 
Chikungunya and Zika, diseases for which ef-
fective control technologies are not available, 
have maintained a high prevalence of infectious 
diseases in Brazil7. In the case of environmental 
risks, the socioeconomic development model ad-
opted was not guided by the search for an ecolog-
ically balanced environment8.
Concerning health services, on the one hand, 
an expanded public network, mainly primary 
care facilities, was observed, increasing access 
to medical visits and curbing hospitalizations. 
While poor quality cases are frequent and often 
seen in media denunciations, some indicators 
point to the improved quality of SUS services. 
For example, a decline was observed in admis-
sions due to primary care-sensitive causes, which 
fell from 120 to 66 per 10,000 inhabitants be-
tween 2001 and 20169.
Concerning health protection, the perfor-
mance of actions through the National Health 








trol problems persist for large corporations, in-
cluding food, tobacco and agrochemicals, whose 
activities are linked to risk factors related to the 
epidemic of chronic diseases10.
On the other hand, the persistence of a short-
age of health professionals11, and regional dispar-
ities in the quality of care persisted, mainly re-
vealing the influence of socioeconomic factors12, 
as shown by the comparison of the average in-
come of the wealthiest segment of the population 
with that of the poorest segment: the wealthiest 
20% have an income 17 times higher than the in-
come of the poorest 20%13.
If it is undeniable that health care’s supply 
and coverage increased, it is also true that it in-
volved the public, nonprofit and private sectors 
heterogeneously, consolidating the segmentation 
of services among clients with different payment 
capacities.
Thus, Brazil does not have a truly unified 
health system, but only a fragmented set of ser-
vices that compete for the same resources. Also, it 
is a service provision that reflects and reproduces 
social inequalities and compromises the integral-
ity of care, since it prioritizes the diagnosis and 
treatment of diseases and illnesses, to the detri-
ment of risk prevention and health promotion.
In short, it can be said that the country has a 
service roster that covers most of the population, 
but has inequalities in access and quality of care, 
disfavoring vulnerable groups of the population. 
At the same time, the hegemony of a model of 
care centered on specialized and hospital care 
services remains unevenly deployed within the 
national territory. Finally, this set of services is 
based on an iniquitous distribution of actions 
and procedures between the public and private 
sectors, which assures the latter a higher volume 
of material and symbolic resources14.
Thirty years of struggle for the right to 
health: the conflicting projects
If the constitutional recognition of the right 
to health has produced positive results, as shown 
in the previous topic, ensuring the right to health 
is far from having been achieved in the daily life 
of citizens, with the persistence and emergence of 
health problems and gaps and failures of services, 
unacceptable in civilized societies.
This situation is the (always provisional) re-
sult of the disputes between different projects of 
society that, in the health sector, can be schemat-
ically grouped into two blocks: the popular-dem-
ocratic project of the Brazilian Health Reform 
Movement and the liberal-conservative project 
to which private sector to health is linked.
The Brazilian Health Reform has achieved es-
sential victories since the end of the military re-
gime in 1985, triggering three strategic routes15. 
The parliamentary route enabled the inscription 
of the right to health in the Constitution and es-
tablished the Unified Health System. The tech-
nical-institutional route paved the way to the 
implementation of a useful set of health policies 
and programs. The socio-communitarian route 
allowed the promotion of social participation 
that contributed to the advances through coun-
cils and health conferences.
However, the political and social forces that 
succeeded in developing these strategies lost in-
fluence in the process16 and failed to maintain 
the unity achieved in the constituent period, 
and gains achieved were not sufficient to ensure 
the right to health in a universal and egalitarian 
manner, as proposed in the Final Report of the 8th 
National Health Conference.
These limitations were due to the opposition 
of the private sector to an expanded and qualified 
SUS instead of weaknesses of the Health Reform 
Movement. With its stratagems, the private sec-
tor successfully competed for the financial, mate-
rial and symbolic resources that Brazilian society 
assigns to health services. It should be noted that 
the private sector that opposed the creation of 
the SUS is not the same that, three decades lat-
er, competes for public resources. Currently, the 
private health sector is led by multi-sector finan-
cial corporations, which hold the capital not only 
from health plan operators, hospitals and diag-
nostic and therapy services, but also companies 
in other economic sectors17.
In short, the current configuration of health 
services in Brazil results not only from initiatives 
that are conscious of political agents but also 
from structural determinations that have not 
been overcome. Thus, the current health “sys-
tem” can be understood as organic to an ancillary 
capitalist society, immersed in class struggles18. It 
may be that political segments of the progressive 
field have not timely identified health financial-
ization, underestimating the accumulated power 
of capital19, especially in the transition from the 
twentieth to the twenty-first century.
Financial dominance and attack on the 
constitutional political regime
Structurally, capitalism is experiencing a time 












(currencies, debt securities, shares in stock ex-
changes, and the like) wealth multiplies relatively 
independently of the production and valuation 
of real assets, i.e., value-for-money goods and 
services for people20,21. This financial logic dom-
inates the entire economy: even the productive 
industry and agriculture now earn a significant 
part of their profits from the specific financial 
activity.
The expansion of this rationale imposes a 
new role for the state that must reduce the provi-
sion of services to citizens to allocate increasingly 
more resources to the paper wealth multiplica-
tion process. As a consequence, the policies of 
direct money transfer to the poor that introduc-
es them into the financial market are acceptable, 
but policies that require the provision of services 
by the state apparatus or strong participation of 
the public power, such as the SUS, become unin-
teresting in the perspective of high finance.
Analyzing the connections between the fi-
nancialization process, the social protection sys-
tem and the Brazilian tax system, the growing 
trade in private pension plans and health care 
in the 2000s stems not only from the entry into 
these markets of large multi-sector financialized 
companies but also of increased fiscal subsidies 
given to the buyers of these plans22.
Under these structural conditions, one can 
understand that the current configuration of 
health services entails primary care that serves 
less-favored segments of the population, pro-
moting some relief from social tensions, and 
simultaneously expands the market for health 
supplies.
The private provision of specialized services, 
in turn, constitutes a market for companies in the 
sector, no longer dominated by medical service 
companies, such as group medicine in the 1980s, 
but by companies whose central business is fi-
nancial income and not the production and mar-
keting of the health goods or services they offer.
Finally, some ultra-specialized services, 
whose business models cause them to have very 
high prices, are provided by the public sector, 
ensuring, on the one hand, access of a sufficient 
number of people to guarantee economic scale 
to the service, and on the other, the realization 
of the capital of the equipment industry and the 
provision of affordable health insurance options 
by the middle classes.
It is worth noting that the SUS remains es-
sential for this new private sector, as seen by the 
proposals for public-private integration23, which 
translate, in practice, into broader access to pub-
lic resources and more considerable influence in 
the definition of official policies.
Under the aegis of financialization, the inter-
est of the capital in the situation of the last two 
decades has been apparent: the financial sphere 
securing increasingly more significant portions 
of socially produced resources. Looking at busi-
ness opportunities, in the case of Brazil, nothing 
is more attractive to them than social security, 
given the enormous volume of transacted re-
sources. With fewer, but not insignificant re-
sources, health and education also come under 
the watch of investors and rentiers.
The financial system’s uptake of these funds, 
however, is hampered by the constitutional 
framework of 1988. Hence, the capital under 
financial dominance yearns for the cancellation 
of public pensions based on distribution, ending 
the linkage of health and education expenditures, 
and reducing the number of public servants.
The changes sought by the capitalists are of 
such magnitude that they can be characterized as 
a frontal assault to the political regime provided 
for by the 1988 Constitution. In order to facili-
tate the attack, the political and business leaders 
aligned did not hesitate to promote President 
Dilma’s impeachment in 2016, imprison the fa-
vorite contender for the 2018 presidential elec-
tion and support an unprepared candidate with 
no commitment to democratic order. Having 
attained the leadership of the Federal Executive 
Power and a broad parliamentary base, these po-
litical forces try to bring the final blow to the re-
gime established by the Constitution.
The current challenges of the struggle 
for the right to health in Brazil
First, the struggle for the right to health in 
Brazil in 2019 requires facing the challenge of 
building a national development project. In or-
der to be consistent with the idea of health as a 
human right, development must be sovereign, 
socially inclusive and sustainable. It requires in-
vestments in policies that promote full employ-
ment and combat income inequalities, housing, 
sanitation and public transportation; in the 
innovation of the productive and technologi-
cal structure; in the sustainable management of 
natural resources; in universal access to quality 
services in the areas of Education, Social Security 
and Food Security. 
There is no doubt that a project like this is 
antagonistic to the interests of the capital, well 








proposes the privatization of the state patrimo-
ny, promoting subjugation, divestment in science 
and technology, social exclusion and environ-
mental devastation.
The construction of a democratic-popular 
project demands more than the timely opposi-
tion to each ultraliberal initiative. It requires a 
strategy of overcoming the financialized econo-
my and valuing productive activities. It is about 
establishing benchmarks and imposing limits on 
the permissiveness of financial markets, securi-
tization and derivative schemes, and high levels 
of leverage.
Also, adequate treatment of the public debt is-
sue is essential, with mechanisms to define interest 
rates that meet the interests of national develop-
ment, and reforms in favor of tax justice, aiming 
to overcome the regressive Brazilian system.
Therefore, the Health Reform Movement 
must revitalize the social control collegiate24, ar-
ticulating with other social movements, especial-
ly those linked to strategic sectors of the econo-
my, in the formulation of this new development 
project. In particular, it is essential to fight for the 
preservation of state-owned enterprises, under 
democratic control, and to strengthen the na-
tional system of science, technology and inno-
vation. Essentially, it is about reinvigorating the 
state’s ability to subordinate particular economic 
interests to the interests of national development.
Secondly, it is necessary to preserve democ-
racy. There is no doubt that the juridical-par-
liamentary coup in 2016 weakened Brazilian 
democracy. The inauguration of the new gov-
ernment in 2019 aggravated the situation with 
the intensification of attacks on social, political 
and civil rights. In this context, it is impossible 
to promote the right to health without defending 
all rights.
In the year in which the 16th CNS is held, 
among the many attacks on rights, the proposal 
for a social security reform is highlighted, real-
ized in the Proposed Constitutional Amendment 
– PEC No. 06/2019, which, without combating 
privileges, penalizes workers. This proposal re-
moves the constitutional guarantee, destroys the 
concept of Social Security and proposes a capital-
ization system that benefits the financial system 
to the detriment of future retirees.
The participants of the 16th CNS and the 
members of the Health Reform have, therefore, 
the responsibility to protect Social Security by 
engaging in the movement against the Social 
Security Reform and specifying in the agenda 
of this movement the protection of the Unified 
Health System and the Unified Social Assistance 
System.
The preservation of Brazilian democracy also 
requires the articulation of the rights-advocacy 
movements25, including homeless people strug-
gling for housing, landless people for agrarian 
reform and ecological agriculture, indigenous 
people and their right to the territory and a dig-
nified existence, blacks and the fight against all 
forms of racism, women seeking equality, the 
LGBT population in their struggle for the right 
to be what they are, young people for autonomy, 
public education and decent work.
The joint action of social movements is nec-
essary to combat initiatives that seek to weaken 
social participation such as decrees that extin-
guish participatory councils or create difficulties 
for the financing of trade unions.
The 16th CNS should also highlight the de-
mocratization of the mass media as necessary to 
strengthen the Brazilian democracy. Finally, de-
mocracy protection necessarily includes the de-
mand for the release of Lula and the fight against 
the politicization of the police apparatus, the 
Public Ministry and the Judiciary.
Besides measures related to development and 
democracy, the struggle for the right to health 
requires the adoption of specific strategies and 
tactics to improve the SUS. Within the scope of 
health policies, the first challenge is to reorient 
the health care model. The SUS must overcome 
the dominant biomedical and mercantilist mod-
el, strengthening health promotion practices, 
with the articulation of intersectoral actions di-
rected at the social determinants of health, while 
extending coverage and improving the quality of 
prevention, diagnosis and treatment of diseases 
and injuries.
The establishment of health care networks is 
probably the best strategy to coordinate the set 
of services necessary for the operationalization 
of comprehensive care26. We should add that the 
setup of networks can benefit from new tech-
nological resources – remote diagnosis, surgical 
robotization, teleconsultations, and the like – 
which facilitate people’s access to a wide range of 
services.
The network integration of the set of health 
services, however, is not enough to change the 
care model. It is also necessary to modify the eco-
nomic dynamics that underpin the biomedical 
model. More precisely, it is necessary to ensure 
the primacy of health policy over commercial in-
terests, putting the productive health complex at 












To this end, it is necessary to promote policies 
for industrial development and health science, 
technology and innovation, which, combined, 
stimulate national production27, at costs that so-
ciety can afford, of the indispensable supplies to 
meet the health needs of Brazilians.
Thus, the 16th CNS should reiterate the prin-
ciple of integrality, recommending the imple-
mentation of health care networks, from the 
community level and primary care units to the 
specialized and hospital levels. It should also 
recommend the strengthening of the produc-
tive health complex, urging public managers to 
increase investments in innovative arrangements 
for the production of health goods.
Indeed, the reiteration of these positions will 
find, on the one hand, a multifaceted resistance, 
especially that of managers who have advocated, 
for example, primary care centered on medical 
clinics, individual accountability for AIDS pre-
vention or even approaches without scientif-
ic rationality such as the religious treatment of 
chemical dependence and the hospitalization of 
people with mental disorder as a priority thera-
py. On the other hand, this reiteration will gather 
people and social movements that, mobilized by 
specific issues, are fragile because they are dis-
persed.
The second challenge related to the strength-
ening of the SUS refers to its improved efficien-
cy. At this point, three issues stand out: the pro-
fessionalization and publicity of management, 
health regionalization and personnel policy.
SUS management professionalization re-
quires valuing public careers and adopting 
performance criteria to evaluate health work, 
rewarding efficiency. Also, the management of 
health care facilities should be empowered, giv-
ing greater autonomy to local managers and, at 
the same time, making them accountable for re-
sults achieved rather than compliance with ad-
ministrative rules. In this line, management po-
sitions should be occupied, primarily, by career 
technical officers.
Professionalization must accompany the rein-
forcement of the publicity of administrative acts. 
The publicity of the state administration must be 
ensured through the mechanisms that give trans-
parency to the management, including those pro-
vided by the Law of Access to Information.
Thus, the 16th CNS should reaffirm the im-
portance of public careers, practices to stimulate 
work efficiency and empower local managers. 
Also, it should denounce attempts to restrict 
management transparency and urge health 
counselors to persevere in monitoring the per-
formance of health institutions.
As far as regionalization is concerned, the 
experience of the SUS has already shown that 
municipalities alone are unable to provide all the 
necessary health services. The previous experi-
ence, on the other hand, has already shown that 
the centralization of management at the feder-
al or even state level generates inefficiency. The 
organization of regions, according to territorial 
identities and with adequate population scales, is 
the best strategy to promote the coordination of 
public policies in a federated country28. It should 
be added that the increased use of information 
and communication technologies can contribute 
to an efficient configuration of health regions.
One must recognize, however, that it is not 
easy to regionalize health care. The difficulties 
stem from multiple factors, such as SUS under-
funding, undue interference of business and po-
litical-party interests, and the Brazilian federal 
structure itself, which grants autonomy to the 
municipalities and encourages their multiplica-
tion. Therefore, regions can only be realized by 
promoting institutional innovations and experi-
encing higher levels of shared power between the 
municipalities, its state and the Union, and also 
the representations of social control.
It is therefore up to the 16th CNS to renew 
support for the implementation of the health 
regions, guiding managers to improve federal 
coordination mechanisms and increase invest-
ments in SUS infrastructure, including multidis-
ciplinary health teams.
Strengthening these teams and ensuring de-
cent work conditions for all SUS professionals 
and workers requires an effective personnel poli-
cy, consistent with the proposals for changing the 
care model and for integrating services. Concern-
ing personnel training, this policy should aim to 
increase the number of professionals, adapt their 
profiles to the health needs of the population 
and improve the quality of teaching-learning 
processes. To that end, the entire health services 
network should become a training space and ev-
ery practicing professional should have respon-
sibilities with the training of future colleagues. 
With regard to learning processes, teaching prac-
tices should support the development of tech-
nical, ethical and social skills that contribute to 
overcome the differential quality of health care, 
which makes the services used by the poor, black 
and indigenous people, women, LGBT, disabled 
and older adults of lower technical and human 








nel policy should also include the distribution of 
training institutions throughout the country and 
the creation of careers based on national guide-
lines that ensure stability and the possibility of 
functional progression. Finally, it should ensure 
appropriate working conditions, with the defi-
nition of careers, positions and salaries, perhaps 
not by professions, but by levels of health care, 
such as primary care and hospital care25.
The third and final question regarding the 
challenge of strengthening the SUS refers to its 
financing. Knowledge derived from the experi-
ences of managers and health advisers, as well 
as comparisons between countries or, in Brazil, 
between SUS and health insurance plans and in-
surance, leaves no doubt about the insufficient 
resources for the public health system. In order 
to overcome underfunding structurally, the fun-
damental strategy is to consolidate the Social 
Security budget, which currently requires facing 
two significant threats. The first is PEC 06/2019 
of the Social Security Reform, especially regard-
ing the proposition of the capitalization regime 
that eliminates the primary source of income of 
Social Security. The second, just as severe as or 
more so, is the proposal to terminate the consti-
tutional linkage of health resources, announced 
by the Minister of Economy, which will not lead 
to the freezing of health spending, as EC-95/2016 
does, but to the absolute reduction of SUS funds.
Addressing these threats requires a broad so-
cial mobilization, to which the participants of the 
16th CNS must adhere, associating advocacy for 
the SUS with the fight against PEC 06/2019. This 
mobilization should counteract these threats 
concerning the definition of stable sources of in-
come for Social Security, such as (a) the increased 
Social Contribution Tax rate on Net Income for 
financial institutions; (b) the creation of a Gen-
eral Tax on Financial Transactions; (c) taxation 
of remittances of profits and dividends of multi-
national companies; and (d) the establishment of 
the Contribution on Large Wealth29. The alloca-
tion of funds from the pre-salt oil exploration to 
the SUS and the end of the unlinking of Govern-
ment revenues and tax relief measures that with-
draw funds from Social Security must be added 
to this list.
The struggle for more funds for the SUS can-
not ignore, however, that Brazilian society does 
not poorly invest in health, considering total 
public and private spending: in terms of GDP, the 
proportion exceeds 11%. Thus, increased fund-
ing of the SUS must coincide with the inversion 
of the proportions between public and private 
expenditures. No country with a universal health 
system has been close to matching the share of 
Brazilian private spending, which accounts for 
66% of total health expenditure.
Moreover, what is more serious is that most 
of the private expenditure does not refer to health 
insurance, but people’s out-of-pocket expen-
diture30. In 20% of households, health expens-
es represent more than 10% of total expenses. 
These catastrophic expenses disproportionately 
affect the poorest segments of the population, 
who have direct health expenditures five times 
higher than the general population31 compared 
to their household expenses. Thus, it is necessary 
to reduce the direct expenses of households with 
medicines, medical and dental examinations and 
visits, and the like, which requires the increased 
access and improved quality of SUS services. A 
strategy to increase public spending, without in-
creasing total health expenditure, is to end pub-
lic subsidy to health plans, estimated at R$ 12.5 
billion in 2015 alone, representing a tax expense 
of 32.3% of the Ministry of Health budget in 
that year32. This strategy also has the advantage 
of contributing to the equity of health financ-
ing, since the subsidy to health plans means the 
transfer of resources that belong to everyone to 
the most privileged segment of the population.
In this perspective, the 16th CNS should not 
only demand increased resources for the SUS, but 
also the end of subsidies and tax incentives, either 
through tax exemptions or non-reimbursement 
to the SUS of the use of public services by private 
plans’ carriers, or by low-interest loans to health 
plan operators, the health supplies industry, and 
nonprofit hospitals for non-exclusive healthcare 
services to the SUS.
Also, delegates of the 16th CNS should reaf-
firm the need for effective regulation of health 
plan operators and private providers, question-
ing the performance of the National Supplemen-
tary Health Agency.
Lastly, regarding health financing, the par-
ticipants of the 16th CNS cannot forget that SUS 
financial and economic feasibility, in the long 
term, depends on overcoming the mercantilist 
health care model, which stimulates the uncriti-
cal incorporation of technologies, catering more 
to commercial interests than health needs.
As a conclusion: how to implement 
this agenda?
The formulation of a sovereign, inclusive, 












while capable of gathering broad sectors of soci-
ety, has powerful opponents. Overcoming them 
requires the establishment of a critical mass of 
people and organizations capable of formulating 
such a project.
Indeed, the 16th CNS is a privileged space for 
the debate required for the elaboration of this 
project and the maturation of the strategies to 
strengthen the SUS, establishing new individual 
and collective subjects. Perhaps one of the most 
relevant results of the 16th CNS will be the un-
derstanding of the urgency of setting a broad 
democratic and popular historical block for the 
sovereignty of the country, social equity, sustain-
able development, Social Security and the SUS.
Besides entities and social movements al-
ready represented at the Conference, the leaders 
of the struggle for the right to health must seek 
to strengthen their articulations with all dem-
ocratic forces working in favor of citizenship 
rights. It is the opportunity to articulate a mass 
movement to protect Social Security, combating 
PEC 06/2019 and the proposal of unlinking the 
resources of the SUS and protecting the Citizen 
Constitution, with the preservation of the guar-
antees concerning social security, health and so-
cial assistance.
Finally, it is necessary to fight for democracy 
at all levels and spaces, in work and educational 
settings, in socially interactive spaces, in the daily 
life of people and institutions. It is necessary to 
radically broaden the public debate, denouncing 
the country’s risks of a civilizational setback, ev-
idencing links between Health and Democracy 
and reacting to the advance of fascism, cultural 
conservatism and political authoritarianism that 
threaten the democratic achievements achieved 
with much struggle over the last 40 years.
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